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ABSTRACT 
Background: Primary nocturnal enuresis is a common childhood condition that affects children of  all 
cultures worldwide. Effective treatments for primary nocturnal enuresis are readily available in Nigeria; 
however, some studies reveal that majority of  sufferers are not taken for medical consultation as a 
treatment option.  
Objective: To determine the treatment options undertaken by Nigerian parents for primary nocturnal 
enuresis.
Methodology: Self-administered semi-structured questionnaire, completed by parents of  children in 
public primary and secondary schools in Egor local government area, Edo State.  
Results: Of  the 228 children with primary nocturnal enuresis, majority of  their parents 180 (79.0%) had 
employed various treatment options in attempting to achieve dryness in their children. The most 
common treatment option was waking up child at intervals during the night to void by 103 (45.2%) 
parents, punishment (which comprised of  shaming, flogging and verbal insults) employed by 61 (26.8%) 
parents and traditional medication by 18 (7.9%) parents.  Only 35 (15.4%) sought medical treatment for 
their children. Amongst these children, majority had severe nocturnal enuresis and a positive family 
history of  enuresis. 
Conclusion: Treatment of  primary nocturnal enuresis is largely by families using simple behavioral 
measures, punitive measures and unorthodox medications. Medical treatment was not sought by majority 
of  the parents because of  their belief  that bedwetting is a natural childhood process that would 
spontaneously resolve. These findings reveal the need to enlighten Nigerian parents about nocturnal 
enuresis; its treatment and the importance of  and when to seek medical help.
INTRODUCTION 
Nocturnal enuresis (NE) is a common childhood 
condition which has been documented to occur in 
1all cultures and race worldwide.  In Nigeria, 
2-11prevalence varies from 6.7- 40.0%  depending on 
various geographical locations, study design and 
sample size used for the studies. 
Nocturnal enuresis is classified as primary 
nocturnal enuresis (PNE) based on absence of  
dryness since birth. However, if  a child had attained 
dryness for at least 6months or longer but begins to 
wet again he or she is classified as secondary 
1 nocturnal enuresis (SNE).  PNE is the commonest 
type of  NE, reported to be present in  90% of  
1, 6 children with NE in some studies.
Effective treatments are available for primary 
nocturnal enuresis, and the current internationally 
12acceptable approach has evolved over time.  It 
consists of  the pharmacological and non-
1pharmacological measures.  The latter includes 
patient/family education, simple behavioral 
interventions (waking child up to void, fluid 
restriction, ensuring the child voids before bedtime, 
motivational therapy such as rewarding child when 
dry) and the alarm therapy. Non-pharmacological 
measure is instituted as first line. When dryness is 
not achieved following long term application or if  
parent and/or child are not motivated to comply 
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with these measures, pharmacological measures are 
commenced. 
Despite the anxiety experience by parents and 
13,14children regarding childhood nocturnal enuresis 
2-11and the large burden of  the condition in Nigeria , 
the literature provides evidence that many 
caregivers of  suffers do not seek care in health 
2,3,8,10 facilities.  Lacking from these studies are the 
reasons why medical treatment options for 
nocturnal enuresis are neglected. This study was 
therefore, carried out to determine the treatment 
options parents of  children who had primary 
nocturnal enuresis were employing in managing 
their children's condition and to ascertain reasons 
why medical help is not being sought.
SUBJECTS AND METHODS
Study setting and subject selection: This descriptive 
cross-sectional study is part of  a larger 
questionnaire based study on socio-demographic 
characteristics of  primary nocturnal enuresis 15 
which was carried out in public primary and 
secondary schools in Egor Local Government Area 
(LGA) of  Edo State, Nigeria. Subjects were the 
children of  the public primary and secondary 
schools in Egor (LGA) and their parents. Only 
children from public schools were employed in the 
study.
The schools were selected as follows; List of  the 
registered primary and secondary schools in the 
Local Government was obtained from the Local 
Government Education Authority. Altogether, 
there were 17 registered public (government 
owned) primary schools and 12 secondary schools. 
Thirty percent of  the schools (primary and 
secondary each) were selected from the list by 
balloting using the simple random techniques. 
These comprised of  7 primary schools (5 from 
urban and 2 from rural) with the identifications as A, 
B, C, D, E, F and G; and 4 secondary schools (3 from 
urban and 1 rural) with identifications A1, A2, A3, 
and A4. A total sample of  all the students in each of  
the selected schools was recruited in the pool of  
study participants which was 2500 students. Of  
these, 1800 (72.0%) parents gave written informed 
consent to participate in the study, of  these 1221 
had complete analyzable data. At the initial analysis 
of  the completed eligible questionnaire, 228 of  the 
1221 children had PNE and were recruited into the 
final data analysis for this study.
Ethical considerations: Ethical certificate for this 
study was obtained from the Research and Ethics 
Committee of  College of  Medical Science 
University of  Benin. Permission was sought from 
the Ministry of  Education, the Head-persons of  
each primary school and the Principals of  each 
secondary school. Written informed consent form 
was given to each child to deliver to their parents at 
the first visit to the schools. Any child whose parents 
signed the written informed consent form was 
recruited in the study. 
Data collection and evaluation 
The instrument was a pre-tested self-administered 
questionnaire, distributed to all the parents by their 
children. Aspects of  the questionnaire relevant to 
this study include chi ld 's  demographic 
characteristics - age and gender. Information sought 
regarding the child's enuretic characteristics 
included, presence of  nocturnal enuresis, onset of  
nocturnal enuresis which was used to determine if  
the children had primary nocturnal enuresis or 
1secondary nocturnal enuresis,  frequency of  
nocturnal enuresis, family history of  enuresis, 
treatment option(s) that has been utilized to stop 
bed wetting and the reason for not seeking medical 
care where applicable.
The severity of  bed wetting was classified based on 
16the frequency of  nocturnal bedwetting.  If  a child 
bed wets only once in a week or 1-2 times in a month 
he or she was classified as having mild nocturnal 
enuresis, if  bedwetting occurred greater than 2 
times in a week, it was classified as moderate 
nocturnal enuresis and if  the child wets every night 
it was classified as severe nocturnal enuresis.  
Parental information sought in the questionnaires 
were the mother's level of  education and 
occupation as well as the father's level of  education 
and occupation. They were used to determine the 
social class of  the child's family by the method 
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described by Olusanya, Ezimokhai and Okpere.17
Data analysis: The data collected was entered into 
IBM Statistical Package for Social Sciences (SPSS) 
version 20.0 (Inc Chicago, Illinois, USA) and were 
analyzed using the same software. Continuous 
variables were summarized using means and 
standard deviations and comparisons of  
proportions were done accordingly. The 
significance of  association between variables was 
tested using Chi-square tests while Independent –T 
test was used for comparison of  means. The level of  
significance of  each test was set at p < 0.05.
RESULTS 
Of  the 228 children with PNE; mean [±] age 11.4 ± 
2.4 years, 85 (37.3%) were males and 143 (62.7%) 
female. The majority of  the enuretic children were 
from the middle socioeconomic class 133 (58.3%), 
while 82(35.9%) and 13(5.6%) were from the lower 
socioeconomic class and upper socioeconomic class 
respectively.  One quarter of  the mothers had 
primary education 57 (25.0%), 70 (30.7%) had 
secondary education and 52 (22.8%) had tertiary 
education.  The level of  education of  the fathers is 
as follows:  primary education 33(14.5%), 
secondary 70 (30.7%) and tertiary education 
66(28.9%). Of  note, not all the respondents 
provided answers to the question on “mother's and 
father's educational status”.
Of  the 228 parents whose children were enuretic, 
majority 180 (79%) had employed various treatment 
options in attempting to achieve dryness in their 
children, while 48 (21%) adopted a “wait and see” 
approach. Eighty nine (49.4%) of  the parents used a 
single treatment option, while 91(50.6%) utilized 
multiple combinations. Figure 1 shows a bar chart 
showing the percentage utilization of  all the 
treatment options employed by the parents. The 
most commonly used option was waking up child at 
intervals during the night to void by 103 (45.2%) 
parents. The next method was punishment (which 
comprised of  shaming, flogging and verbal insults) 
employed by 61 (26.8%) parents. Traditional 
medication was utilized by 18 (7.9%) parents while 
only 35 (15.4%) sought medical treatment for their 
children, which were in combination with other 
forms of  therapy by 23(66.0%).  
Table I shows the characteristic of  enuretic children 
who sought and those who did not seek medical 
care. The 35 children that were taken by their 
parents to consult a medical doctor were aged 8 -
16years with mean age [±] 11.7± 2.1 years. Thirteen 
(37.1%) were males and majority 19 (54.3%) were 
from the middle socioeconomic class. The age at 
which they were taken to seek medical treatment 
ranged from 3-13years; majority 22 (68.9%) sought 
help during their early childhood i.e. < 10year. The 
majority of  the children 17 (48.6%) had severe 
enuresis with bedwetting occurring every night and 
22 (62.9%) of  the children had a family history of  
* There were multiple responses
Figure 1: The percentage utilization of the treatment options 
employed by the parents
Characteristics Enuretic children 
who sought 
medical care  
n= 35(%)
Enuretic children 
who did not 
seek medical care 
n = 193(%)
P-value
Mean age 11.7±2.1 11.4±2.4 0.489
Gender






















Present 22(62.9) 97(50.0) 0.199Absent 13(37.1)
 
96(49.7)
Table I: Characteristics of Enuretic Children who sought and those 
who did not seek medical care
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enuresis. The children of  the 193 parents who did 
not seek medical treatment had a mean age [±] 11.4 
± 2.4. There were 72 (37.3%) males and the majority 
113 (58.5%) were from the middle socio-economic 
class. Most of  the children 79 (39.4%) had mild 
bedwetting and the proportion of  those with family 
history of  enuresis 97 (50.3%) was similar to those 
without a family history 96 (49.7%).
DISCUSSION
In this study, slightly over three quarter of  the 
parents studied were observed to employ various 
treatment methods either as monotherapy or 
multiple combination of  therapies. Similar to 
2,3,10previous studies,  this study also revealed that the 
options for managing nocturnal enuresis were 
largely simple behavioral interventions (waking 
child up to void, fluid restriction, ensuring the child 
voids before bedtime, rewarding child when dry), 
punitive measures and traditional medication. 
Waking child up to void at regular interval at night 
and fluid restriction in the evenings are the most 
frequently utilized treatment option. These findings 
2have also been reported by Etuk and colleagues,  
10Anyanwu and colleagues  and in many studies from 
18 19-22 23,24other African,  Western  and far Eastern  
countries. In contrast amongst families in 
25Thailand,  ensuring the child voids before bedtime 
was the most practiced. Although these simple 
behavioral measures when used alone have 
scientifically been proven to reduce the frequency 
of  bedwetting and achieve cure rates of  15.0-20.0% 
26in some studies;  it is associated with very high non- 
adherence rates because it requires that parents and 
child are highly motivated. These measures should 
therefore be used with other treatment options. 
Most worrisome is that punitive measures which 
comprised shaming, flogging and verbal insults 
were the second most employed treatment option in 
this study.  However, the percentage of  parents who 
utilized this method was less compared to previous 
10 documentation by Anyanwu and colleagues in 
Nigeria. The practice of  punishment as a treatment 
option for nocturnal enuresis is not restricted to 
27Nigerian families; in the studies by Hazza et al  in 
24Jordan, Wong et al  in Hong Kong and Bourquia et 
18al  in Morocco, 14%, 57% and as high as 85% of  
their enuretic children respectively, were enduring 
one form of  punitive measure or the other. From 
12the literature,   this method of  treatment is the most 
discouraged as it has no scientific basis for achieving 
cure. It is believed to worsen the bed-wetting 
condition, more so when it's combined with waking 
the child up to void, resulting in parental frustration 
and anger due to lack of  sleep. These may propagate 
further punitive measure to the child by 
parents/caregivers. This vicious cycle only results in 
psychological problems for the child such as; low 
self-esteem, difficulty in making friends, deviant 
behaviors and disruption of  the parent- child 
bonding.
The least utilized management choice in this study 
was traditional medication. This finding was similar 
2to the works of  Etuk et al  in South-east Nigeria but 
3in contrast to that of  Osungbade et al  who reported 
as high as 75.0% utilization of  traditional 
medication as a treatment option for nocturnal 
enuresis in South-west Nigeria. The difference 
3between this study and that of  Osungbade et al  is 
Characteristics Parents who sought 
medical care  
n=35(%)
Parents who did not 
seek medical care
n=35(%) P-value
Mother’s level of 
education
Primary 7(20.0) 51(26.4) 0.57
Secondary 8(22.9) 62(32.1)
Tertiary 9(25.7) 42921.8)
No response 11(31.4) 38(19.7)
Father’s level of 
education















Table II: Characteristics of parents who sought and those who did not 




Believe it would stop spontaneously 36 58.1
Afraid of the cost of care 11 17.7
Did not think it was necessary







*No reason, mild frequency, religion, traditional medication use.
Table III:  Reasons for not seeking medical care by parents
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that ours, was carried out in an urban setting while 
3that of  Osungbade et al  was conducted over 13 
years ago in a purely rural community where 
traditional healing practices abound and rural 
dwellers strongly believe in them.  
This type of  treatment option is also widely 
practiced among Chinese families with varying 
28
outcomes.  In general, however there are no meta-
analytic clinical evidence supporting the role of  
traditional medication in treatment of  NE. In our 
environment, the efficacy of  these traditional or 
herbal medications which are usually mixtures of  
concoctions have not been proven and their safeties 
are unknown. It is possible that chronic use of  these 
concoctions may result in nephrotoxicity; hence 
their use should be discouraged.
In  studies from Nigeria, the finding that only a 
small proportion of  children who had nocturnal 
enuresis were taken by their parent to seek medical 
10help was also observed in this study. Anyanwu et al
(17.5%) reported similar finding in South-eastern 
Nigeria, however, our study is in  contrast to those 
2 3by  Etuk et al (2.1%), 6.8% by Osungbade et al  and 
80.0% by  Senbanjo et al  The difference between the 
high proportion observed in this study compared to 
2,3,8the previous reports  in Nigeria is difficult to 
explain,  it may be due to slightly better awareness 
about nocturnal enuresis as a health problem 
2,3,8compared to the previous reports  which dates 
back over a decade. 
In this study, severe bedwetting was the main 
distinguishing factor between the children whose 
parents sought medical care for them and those that 
did not.  In addition, positive family history was 
commoner among those who also sought medical 
help for their children.  Of  note, being a member of  
upper or middle socioeconomic class families and 
level of  education was not significantly associated 
with parental seeking of  medical care for their 
children. This implies that education and economic 
empowerment did not play any role in the health 
seeking behavior of  the parents of  children studied, 
rather, parental concern especially about severity of  
the nocturnal enuresis, parental attitude and 
previous knowledge about nocturnal enuresis were 
the factors at play. This can be supported by the 
27study of  Hazza et al  who reported that Jordanian 
families showed great concern about bedwetting in 
their children and over 50.0% of  the families studied 
had sought professional medical help. In addition, in 
28a large population study in France,  the authors 
reported that as high as 66.0% of  the mothers 
whose children had moderate and severe bed 
wetting sought medical help. Assertion from these 
studies is that the driving force for seeking medical 
help is parental concern about the condition.
Parental belief  that bedwetting was a natural 
childhood process which would spontaneously 
resolve over time was the main reason for not 
seeking medical help in this study. This also explains 
why majority of  parents in this group were not 
concerned about their children's enuretic condition. 
Similar findings have also been reported by other 
8,18,30,31
authors.
The fact that PNE would spontaneously resolve 
with age has been widely documented in the 
1,12 32 literature.  However, some authors believe that 
this appears to be true for the younger child with 
mild bedwetting who has no daytime symptoms; it 
therefore means that a ''wait and see'' approach may 
be best for these group of  children. However, for 
the older children (>10years) that have severe PNE 
and daytime symptoms, a consultation with the 
doctor is warranted, as these children would require 
extensive evaluation and management, thus must be 
encourage to seek medical care. 
LIMITATION OF STUDY
There was poor response by respondent as regards 
the question ''reason for not taking child to seek 
medical care'' This is one of  the disadvantages of  a 
self-administered questionnaire which was utilized 
in this study.
CONCLUSION
Treatment of  PNE is largely by families using 
simple behavioral measures, punitive measures and 
traditional medications. Although simple behavioral 
measures are effective for mild to moderate PNE, 
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they are only successful if  the family has strong 
motivation to carry out the treatment options and 
are professionally educated about the appropriate 
application of  the method. Nevertheless, any 
successful treatment approach for children with 
PNE must be completely void of  punitive measures 
as this would negate any effort at remission. In 
addition, traditional medications have not been 
proven to be efficacious and safe, so, it should be 
avoided. To prevent these wrong practices and 
increase  awareness  about  PNE publ ic  
enlightenment campaigns using the mass media 
which have been successfully tried in Chinese 
population, 32 are needed in our environment to 
educate families about appropriate treatment 
options for nocturnal enuresis and when to seek 
medical help. 
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